SUMMARY Between 1970 and 1986, 40 patients had surgical treatment for dissection of the ascending aorta at the London Chest Hospital. The overall hospital mortality was 27-5%. Pre Fisher's exact probability test was used to determine whether or not various preoperative factors had any statistically significant effect upon hospital mortality.
SUMMARY Between 1970 and 1986, 40 patients had surgical treatment for dissection of the ascending aorta at the London Chest Hospital. The overall hospital mortality was 27-5%. Preoperative renal impairment and age > 60 years were both associated with a significantly increased hospital mortality. In the long term one patient was lost to follow up One patient was lost to follow up immediately after hospital discharge. All the other 28 hospital survivors have been followed up to the present time. The average time from operation to the present is 4 4 years. There have been two late deaths. One patient with Marfan's disease died two years after his original operation (aortic repair) having undergone two subsequent aortic root replacements. The other died from heart failure five years after operation (aortic valve replacement and aortic repair). Three further patients suffered events that may be related to the original aortic dissection. One patient developed aortic regurgitation requiring aortic valve replacement four years after valve resuspension and ascending aorta repair for an acute dissection. This patient is well 2-5 years later. One patient had an abdominal aortic aneurysm repaired three years after repair of a chronic dissection. A third patient suffered a right hemiplegia two years after ascending aortic replacement with a Dacron graft for a chronic dissection. Of the 26 known long term survivors, 23 are symptom free and in the other three activity is slightly restricted by cardiovascular disability. Twelve patients are in full time employment.
Discussion
Hospital mortality associated with surgical treatment of type A aortic dissection is high, but that associated with medically treated patients is higher. The preferred method of preoperative diagnosis will always depend upon the facilities available within the unit. Direct aortography has become the established method, but computerised tomography,'3 magnetic resonance,'4 and digital subtraction aortography after intravenous injection of contrast'5 are alternatives. Recently, we have been using digital subtraction aortography as a first line method of diagnosis at the London Chest Hospital. So far three patients have had a repair operation after this investigation alone.
What information does the surgeon require to treat an aortic dissection? Confirmation of diagnosis is essential. Whether the site of the intimal tear must be known is open to question. The site of the tear is irrelevant if the only object of the operation is to restore the integrity of the lumen of the ascending aorta and the aortic valve. Many surgeons argue that coronary angiography is required so that incidental coronary artery disease may be recognised and treated. There is no evidence available upon which to base a rational decision about the merits of bypass grafting for these incidental lesions. We find that diagnosis established by digital subtraction angiography after intravenous injection of contrast is sufficient in most cases.
The surgical procedures used vary with time and between different surgeons. The principles of the surgical intervention, however, remain constant. These are restoration of the integrity of the ascending aortic wall by oversewing the two layers with or without an interposition graft and reestablishment of aortic competence when necessary, either by aortic valve replacement or by resuspension of the aortic valve when possible.
In common with other reports,'6 17 several preoperative factors were found to affect outcome significantly. Patients aged > 60 had over three times the hospital mortality of those aged < 60. Preoperative renal impairment also trebled the hospital mortality. Perhaps not surprisingly, hospital mortality has fallen progressively with time; however, the difference between the two periods (1970-1977 and 1978-1986) does not reach statistical significance. Neither the presence of haemopericardium or regurgitation at the aortic valve affected surgical outcome.
For hospital survivors (72-5% of those who underwent surgery) the prospects of a return to full activity were good. Only one patient was lost to follow up. Two patients have died, both from cardiovascular causes. But the vast majority of the long term survivors (23 out of 26) reported that their activity was not restricted by cardiovascular disability; and 12 patients were in full time employment. Since the average age of all the patients at the time of operation was 55 years, a large proportion of those not in full time employment are now beyond retirement age.
